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How to file 2 Workers’
Compensation Claim
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@®In response to the WC-207-1,
the Workers” Compensation
Liaison will send a letter to the
employee contirming the receipt
of the Workers’ Comp claim.




The Letter Must Include:

»Medical requirements
(treatment)

»FMILA Rights

»Timesheet coding for medical
appointments

»Forms to be completed by the
Employee




A listing of Medical Provider Network

for Workers’ Compensation Doctors can
be found on the DAS Website:

http:/ /das.ct.gov/crl.aspx?’page=64




Important forms to be
completed are:

@3 Party Liability
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@ DAS-WC-715 (Request for
Use of Accrued Leave while
on Workers’ Comp)




Request for
Use of Accrued Leave with DAS
Workers’ Compensation WC-715

F10

This form covers an employee election to utilize or not utlize accrued leave (existing balances and addifional accruals as
credited) during the interim periced and/or to supplerment bost wage benefits on an approved workers' compensation daim. The
Agency Section shall b= completed with the initial agency processing of the LOST TIME claim and provided to the injured em-
ployee with instruction to make an election and RETURN WITHIN 10 BUSINESS DAYS. This form is to be maintained in the
imjured worker's agency workers' compensation file.

AGENCY SECTION

Agency Hame Department 1D

Employes Name Empioyes ID

Diate: of Injury Dally Pay Rata LEAVE BALANCES Sick iacation | Persona | Hollday | comp
A of dat of Injury Come
Denotad In Hours

EMPLOYEE ELECTION SECTION - Flease check your choice of the opticns available to you then sign

and return to your agency Workers' Compensation office within ten business days. Failure to retumn the
completed form fo the agency will be administerad as an election net to utilize accrued l2ave during the interim
perod and net to supplement the approved workers” compensation lost wage benefit

USE OF ACCRUED LEAVE FOR INTERIM PERIOD
1 elect NOT to use acerued leave during the interim period (after the first day of my incapacity and continuing until such
time as a determination of compensation is made).

1 elect to use accrued leave during this interim period. By choosing this option | will receive my full base pay whie a
determination of compensation is being made. | understand that, once a compensation award has been made, | must
repay the State an amount equal to the net pay | would have received duning such interim peniod in erder for my leave
balances to be restored. | further understand that sick leave must be wsed first, followsd by my designated choice of
vacation, personal, holiday compensatory time and/or compensatory leave, as designated below.

Inicate Me order In which you wish 1o use leave balances (I any), upon | Sick |vacation | Personal Hoiiday | Compensatory
e exhiaustion of your skck l2ave, by enlering the rumiber 23,45 neach | 1 | c
Do 1

USE OF ACCRUED LEAVE WHILE RECEIVING WORKERS' COMPENSATION

O e MOT to use any of my accrued leave while | am receiving Workers' Compensation lost wage benefits.

01 elect to use accrued leave, which in addition to the lost wapge benefits awardad to me under Workers' Compensation, will
result in my receiving the equivatent of my full base pay while | am receiving Workers” Compensation lost wage benefits. |
further understand that sick leave must be used first, followed by vacation and/or personal leave, as designated below.

Indlicats the order In which you wish bo lse leave balancas (F any), upan Sick Vacation | Pemsonal
the exhaustion of your sick |eave, by entering the number 2 or 3 In each 1
b

STATEMENT OF APPLICANT
I have read and understand the above explanation of the choices available to me as a result of my application for
workers' compensation. Once made, this election cannot be revoked and will remain in effect until 3l accrued leave (incleding
any future accruals that may be credited to me) is exhausted or until | retumn to my pre-infury number of scheduled work houwrs.
| agree to the conditions applicable to the ices | have checked above.

SIGHATURE OF EMPLOYEE DATE SHEHNED




W-6 STATE OF CONNECTICUT
(Rev. 05/15) DEPARTMENT OF SOCIAL SERVICES

T TISAFETY
SECURITY/S TY INCIDENT REFORT INSTRUCTIONS FOR COMPLETING SECURITY /SAFETY INCIDENT REPORT

[0 Theft O Accident [0 Vandalism [0 Imjury [ Other:

eidse SPectiy
(Pl 5 *# Check what type of incident occurred, e.g.. theft, accident, vandalism, ete.
*  List your name, address, and phone number.
Name:
Lasr Firsr ML * Give appropniate dates for when the incident occurred and when you reported 1t to
the police.
Work Address Telenk Number * Give the Police Officer or State Trooper's name and case number.
* List name(s), address(es), and phone number(s) of wimess(es).
Dhate Oecurred: Fi / Date Reported: / Fi . i .
* (ive a clear and concise explanation of what occumred (who, what, where, when and
Where Incident Oecurred: how) and sign.
*  Have your Office Manager complete the items below and sign.
Investgatng Officer: Case Number: } e ple -
Wimess: Please forward a completed form to the Operanons Unit wathin 48 hours of ocourmence.
Name Address Phone
Office Manager's Report of Investaganon:
Witmess:
Name Address Phone

Thas form must be signed by your Office Manager (see next page) before being form
to the Central Office Operations Unit. Please follow the directions on the next pag
forwrard the completed form wathin 48 howrs to DSS, Operatons Umt, 55 Farnm
Avenue, Hartford, CT 06105,

Emplovee Explanation: Office Manager's Suggestions to Prevent Re-Occurrence:

Artachments: Attach Police Report if applicable. Thefts of State property also require
C0-853. For acoidents invelving State velucles, attach DAS Fleet Operations Form M
1. Atrtach a continnation sheet for addinonal comments when required. Office Manager's Signamre Date

The Operanons Unir will review and ackmowledge receipt of the completed mcdent report.
Empl Signature Date Recommendatons for closure of incident will be made when appropnate.




PHYSICIANS WOEEERS™ STATUS REPOET Seate of Conmecticur
For Employses of The Seate of Cozzscticut Dhepar of Adminizerative Services
PER-WC-208 REV. 12714 Weorker:” Compensation Divizion

INSTEUCTIONS

1. Tobe completed bny initial cars or sttending physicizs and provided to the injured wooker 25 part of the offics visst.
1. Mzl or fax copy o St of Conzecticat Thind Party Claim Administration Company witkin 24 hours of the office visat.

»  Gallagher Bascest Services, Izc., 55 Hartland 5t., Suite 400, East Hartford, Connecticss 06108

Fax: (150) 291-8875
Fhanar (350) 2553400

To be Completed By Initial Care Phyysician or Attending Physician

Employes Nams Social Secunty Humber Staie Agancy

Divisien Faziliry Addrass

DmscfOfficeVisic ____ Desofljumy | [Cixcls) Tnisal Visid_IFellow-Up VisitC]
Drimgmois:

Treztment Plaz:

Evidunca of pre-existing conditioer Yas[OWe[d  Injuryllisess casally relassd fo worker's smployment Yes [ We[]

Patient work disposition (Flease check the appropriate work dispesition)

1 Patiet is capabls of full and regaler duty.
X Patioet ix mot capable of amy form of weork.
i Patiomt is capable of modifisd nastricted work as indicated balow

Mote: In terms of a mormal werk day; Occasionally = Up to 33%, Frequeatly = Up to §6%, and Contnzeusly = Up te 100%
Mawer Oz, Fraq Comt. o Reatrictions

2. Patient is abla toc
Enesl
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Lift abors shonlder
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C. No Esstrictions
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d. Patient is able to use bazds
Eeyboard Typizg
Grasping
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1 RS & R 1

TRREEY

& Is patient imolred wdth trestment endfor medication that smight affect hisber abdlity to wok?
O Mo
O Yes: E

o

£ Wil patient be required touse amy essistve devices or braces widle workizg regular or modified Testnced detyT
Mo

Yus: Expl
Physician G I
Ths rusirictions ars = sffsctunsil- 7 Mot appednimant Db .

[—
Nams of Phymicia: Sigzaturs:
Plazsa Primt

ARRIVED:
DEPARTED:
TRAVEL:,

Aunthorization te Release Information

I hereby awtborize this Medical Provider to release my information scquired im the course of my exsmination or trestmens for
the above imjury o my empleyer or it's represestative.

Patient's Name (Frint) Patient’s Signatere Diate




@®@Workers’ Comp
Information Sheet

(next page)




CONTACT LIST AND PHONE NUMBERS
GBS Injury Reporting Hotline
1-800-828-2717

GBS Recurrence Reporting Hotline
1-866-220-6534

Gallagher Bassett Services, Inc.

55 Hartland Street

Suite 400

East Hartford, CT 06108

Main Phone Number: 860-256-3400

Toll Free Number: Be6-422-7T622

FAX Numbers: 860-291-9875
860-291-9839

Pnme Health Services (Medical Network)
7110 Crossroad Blvd.
Brentwood, TN 37027 866-348-3887

myMatrooe (Pharmacy Network)
5706 Benjamin Center Drive
Tampa, FL 33634-5262  877-804-4900

Department of Admimistrative Services
Workers' Compensation Division

165 Capitol Avenue

Hartford, CT 06106

Phone Number: B860-713-5002
FAX Number: 860-713-7458

Workers' Compensation Fraud
Reporting Hotline: 800-927-0456




The Human Resources Liaison
Must Ensure:

»A copy of the WC-207 and
207-1 forms and all

supporting documentation
go to Central Workers’
Comp Unit.




®Central Workers’
Compensation Unit
will review and
confirm the
information.




Upon completion and return of all forms:

@Lost time and general medical
information details will be sent to your
Supervisor/ Manager & Human
Resources Representative.

Remember,
Safety Begins
with You!




